The unequal discussion of Black males' health is a pressing social problem. This study addressed Black males' lay perspectives regarding their health, illness, and mortality, with attention to the determinants of men's health, prevention, lifestyle, and opportunities for health promotion using an exploratory/qualitative research methodology. Participants were 68 Black males aged 15 to 68 years, with an average age of 44 years (SD = 14.5). The narratives represented a complex interplay of biopsychosocial factors, ranging from intrapersonal attitudes, interpersonal experiences to discussions about community and public policy injustices. Five prominent themes emerged: (a) lack of chronic disease awareness, (b) fatalism, (c) fear and anxiety of academic-medical settings, (d) hyperactive masculinity fatigue, and (e) the gay-straight divide. The term Tired Black Male Health syndrome was coined in the forum. Implications of these findings are discussed in the context of culturally relevant strategies for improving Black male community health engagement.
As it relates to biomedical research, prevention, and treatment, Black males are often referred to as the "hard to reach" population. It is possible that such negative terminology has drawn researchers away from trying to learn more about Black males. The unequal discussion of Black males' health is a pressing social problem affecting efforts toward developing prevention, intervention, and evaluation programs. Health-related research has highlighted racial disparities within patient care at provider, institutional, and community levels (Adler & Rehkopf, 2008; Mosenifar, 2007; Powell, Bock, Ruterbusch, & Sakr, 2010) . The prevalence of chronic disease continues to rise in Black communities, especially in the areas of hypertension, diabetes, heart disease, cancer, and HIV/AIDS (Crawford, 2009; Lloyd-Jones et al., 2010; Maty, James, & Kaplan, 2010; Rosamond et al., 2008; Sutton et al., 2009) . Research literature has indicated that Black males have a lower awareness of their chronic disease risk, are more likely not to recognize risk indictors, and are more likely to experience poor health literacy. Furthermore, these individuals are more likely to embody shame about their chronic disease and report higher levels of mistrust about health care providers when compared with other racial/ethnic groups (Centers for Disease Control and Prevention [CDC], 2009; Henshaw & Freedman-Doan, 2009; Kieffer et al., 2006; Steele, Miller, Maylahn, Uhler, & Baker, 2000) .
Given the compounded health problems Black males face, along with excessive death rates, social inequalities in health, fatalistic views of health outcomes, and declining life expectancy (Bobak, Pikhart, Rose, Hertzman, & Marmot, 2000; Harper, Lynch, Burris, & Davey Smith, 2007; Jemal et al., 2007; Marmot, 2001; Murray et al., 2006) , attempts to address individual disease states are being viewed as both inefficient and ineffective (Downey et al., 2010; Horowitz et al., 2008; Horowitz, Robinson, & Seifer, 2009 ). In accordance with the growing interest in addressing overlapping health epidemics, termed syndemics (Singer, 2009) , there is an equally growing body of research endorsing benefits of using lay health perspectives to elicit information (Jackson & Parks, 1997) . Although lay health perspective elicitation is reported to be efficacious in various populations, its benefits in the context of Black males have not been well described and/or studied (Wilson et al., 2008) . This clarification is critical given the emerging debate regarding the feasibility of convening and retaining Black males in health-related research and community outreach campaigns seeking to address Black males' quality of life. Although researchers have documented the low involvement of Black males in biomedical prevention and treatment research activities, there continues to be gaps in identifying strategies to increase their participation. Toward assessing opportunities for health promotion targeting Black males with multiple disease states, the objective of this study was to explore and document Black males' lay perspectives on health, illness prevention, and social factors influencing their health beliefs. This objective was addressed via a community-based health forum.
Theoretical Paradigm: Health Belief Model
The Black Male Lay Health Perspective forum was, in part, informed by the Health Belief Model (HBM). The HBM is a theoretical framework that attempts to explain health behaviors based on individuals' perceptions of threats to their health and benefits of engaging in health and positive health behaviors (Becker, 1974; Rosenstock, 1974) . As postulated from the HBM, individuals have beliefs regarding their perceived susceptibility to a health condition, perceived severity of that health condition, perceived benefits involved in taking recommended health-related actions, and perceived barriers to taking action to promote health behavior change. Individuals are also likely to be motivated by internal or external cues to action. The model's constructs have been shown to be relevant to health issues associated with prostate cancer in African American males living in urban communities (Plowden, 1999 (Plowden, , 2003 . Furthermore, the HBM has demonstrated utility in an array of chronic disease topics (Holt et al., 2009; Price-Haywood, Roth, Shelby, & Cooper, 2010; Vermeer, Bos, Mbwambo, Kaaya, & Schaalma, 2009 ). Because of its explanatory nature, the HBM can serve as an aid in designing effective chronic disease interventions for Black males.
Method

Setting and Participants
A 2-day forum was held at a church located in an urban community in North Carolina. The duration of the forum was 1½ hours each day. Participants were primarily recruited through church announcements, media communications, health provider networks, posted flyers, and alliances with community-based organizations (e.g., social service agencies, college Greek letter organizations, churches, and community health centers). Approximately 70 people and 13 organizations provided advance notice of their intention to participate in the forum. To achieve diverse views, participants were recruited to the forum through direct contact, community partnerships, listservs, and other media channels. Prospective participants were encouraged to bring their sons, nephews, grandsons, and mentees. After being informed about the goal and objectives of the forum, all attendees gave verbal consent to have their comments used for this report. Attendees, in general, represented a geographical radius of up to 50 miles covering the North Carolina Piedmont Triad area. The forum was free, open to the public, and held in spring 2010.
Procedure
To fully elicit lay health perspectives as well as psychosocial and cultural information, semistructured questions were developed in line with the HBM. Questions explored participant's chronic disease knowledge, susceptibility, severity, as well as health behaviors. Topics covered in the forum were informed by the National Institute of Health, Institute of Medicine and the Centers for Disease Control and Prevention, and the North Carolina Office of Minority Health. The topics addressed through the forum were based on health disparity priorities, including prostate cancer, HIV/AIDS, healthy aging, cardiovascular health, and metabolic disease. The agenda was finalized through consensus building among partnerships.
The sequence of events included the following: (a) welcome/introductions, (b) discussion of ground rules, (c) presentation of chronic disease information and discussion, and (d) debriefing with moderator and observer. Forum discussion, moderated by the lead author, relied heavily on encouraging participants to talk to one another, ask each other questions, and commenting on each others' experiences and viewpoints. The forum was facilitated by the same individuals and monitored by the same independent observer each day. The audio recordings were transcribed, reviewed separately, and checked for accuracy between reviewers. Respondents were assigned unique anonymous identifiers. Resulting transcripts were also verified against the observation notes from forum sessions. The study was approved by the Wake Forest University Health Sciences Institutional Review Board.
Analysis
Qualitative data analysis was conducted by reviewing audio recordings, which were transcribed verbatim from each day of the forum. Using a thematic content analysis approach (i.e., a descriptive presentation of qualitative data in textual form), the data were segmented, coded, and analyzed by two reviewers of the project team to identify the most prominent themes from the community forum. For instance, each reviewer highlighted portions of the text that seemed to illustrate a theme. Each theme was named and written in the margin of the transcript allowing the reviewers in the group process to compare and contrast their results. By agreement, each comment was coded into parameters consistent with the HBM. Any differences in content analyses were discussed and a group consensus was reached involving the lead author and other members of the project team. Research seems to suggest that race-concordance is beneficial in promoting patient satisfaction, health outcome, participatory motivation, quality of care, and cultural competence (Cooper et al., 2003; Kasckow et al., 2011; Kumar, Schlundt, & Wallston, 2009; LaVeist & Nuru-Jeter, 2002) . There was race-concordance between the people who reviewed the audio recordings and the participants. Both males and females reviewed the audio recordings.
Results
A total of 68 individuals, ranging in age from 15 to 68 years, with an average age of 44 years (SD = 14.5), attended the forum. Several questions were used to guide our inquiry. Specifically, participants were asked to talk about their health beliefs and were asked to define health, illness, and health promotion from their own health perspective. Participants were asked to identify behaviors that they would like to see changed in themselves, to discuss their perceived barriers and benefits of health behavior change, and to discuss the factors that have and continue to influence their perceived threat of disease if changes in health behavior did not change. Next, participants were asked to discuss how they envisioned or defined the health of the community in which lived, worked, and engaged in social activities. Participants were asked to provide their perceptions of health care delivery and to discuss their strengths and liabilities as it related to their ability to actively address psychosocial factors that affect their health behavior lifestyle practices. A final level of inquiry involved asking participants to assess their likelihood of taking preventive health action.
Turning to the aim of this research, we now describe the five most prominent themes emerging from participants' perspectives: (a) lack of chronic disease awareness, (b) fatalism, (c) fear and anxiety of academic-medical settings, (d) hyperactive masculinity fatigue, and (e) the gay-straight divide.
Lack of Chronic Disease Awareness
When commenting about their personal stories, there was a tendency among participants to hold their lack of chronic disease awareness accountable for a lack of perceived susceptibility to the disease and perceived severity of the disease. Some participants indicated more awareness about chronic disease after the death of close relatives or friends.
Like the man says, I didn't know what a prostate was, I didn't even know what the danger was. As we talk this evening, you'll see if we find out that within the African American community it is a lack of awareness. (Participant 65) I never was sick, I never went to the doctor, never knew what a colonoscopy was, couldn't even pronounce it you know . . . didn't know nothing about it. I didn't never talk about it so I didn't know that you had to have a colonoscopy exam done when you're 47 years old. So I never went. The only reason I had a prostate exam is because one day . . . the man I worked for about 25 years said "Man if you don't go, you won't get paid today." So about 100 men went and 5 of them were diagnosed with cancer. And of the five that were diagnosed I'm the only one who is still here. I was diagnosed with cancer of the colon on my 65th birthday. (Participant 3) My half brother when he had his Stroke I mean all the signs and symptoms are different and that's what I mean we don't understand the signs and symptoms. . . . But what we fail to do is we don't recognize that there is certain numbness and weakness of the face arms and legs. (Participant 11) My father passed of lung cancer. His father passed of prostate cancer, and my mother's father passed of prostate cancer. So that's why I have always been so conscious of going and getting physicals. (Participant 12)
Fatalism
Participants noted that negative experiences for the past were unresolved and that they had no control over addressing ongoing health care injustices. This health care fatalism was frequently highlighted across the 2-day forum. Participants' comments suggested their beliefs about fatalism are influencing them to think they are going to die or suffer from preventable chronic diseases regardless of their behavior. When participants were asked about the mindset influencing their health care engagement and participation in recommended preventive health and health behavior practices, a participant commented:
The other part of this is, I think we miss something very key from all of this. And that is, we are genetically predisposed to stroke because of the stress that our fore parents carried. (Participant 18) 
Fear and Anxiety of the Academic-Medical Setting
There was a sense of fear and anxiety suggested by the Black males' comments with regard to academic-medical settings. The relationship uncertainty was connected to mistrust around medical advice, types of research conducted, as well as the sociocultural interpersonal disconnect. Forum participants endorsed their concerns that health care professionals have a lack of passion and interest in improving the overall health of Black males. 
Hypermasculinity Fatigue
Hypermasculinity is used to represent a psychological term for the exaggeration of male stereotypical behavior and internalized gender assumptions, such as an emphasis on physical prowess, nonemotional invincibility, courage, and risk taking, in comparison with males who may place, and/or are perceived to place, a lesser priority on such characteristics. Participants reported hypermasculinity as a barrier to prevention, screening, and treatment of chronic diseases as influenced by a strong hyperactive masculinity presence in their communities. When asked about Black males social perception and projection of invincibility, male participants noted the following:
I am one of eight boys in my family and now we are down to three. I'm number five so the four under me are gone and it's just they did not go to the doctor. . . . They absolutely did not go to the doctor. . . . So that is this whole macho thing that we have been sold, certainly is against us. It works against us. (Participant 60) And his brother said, look, the next time you feel a tingling on your left side call 9-1-1. And he said "I'm a man, I'm tough, I'm you know . . . black man." (Participant 57)
The Gay-Straight Divide
Participants reported perceptions that health promotion activities do not address heterosexual and homosexual Black males equally. When asked about how to unify Black males of all sexual orientations, participants suggested increased communication efforts between gay and straight males and the need for a nonjudgmental atmosphere. This is highlighted in the following statement:
Having the conversation, and having the conversation and not just among ourselves. But we need to have that conversation in that we invite open gay brothers to the table to talk, to dialogue, to converse not to reprimand, not to fix, not to deliver . . . come on somebody . . . these segregations that we do causes problems with our being able to come together and unify ourselves. I think tonight at this same time at * that they are having the conversation around the gay and straight issues and creating unity within our own community. (Participant 6) What I am seeing is that all the men that come to my office all of them go to church but they are afraid to go to their pastors. All of them afraid to go to their elders, all of them afraid to go to their assistant pastors. So what is happening is . . . they are going to church and they are perceived as straight men and they are doing the things they are supposed to do but if we can get to the point where we can take the rumors out of the church and then put it in our community. (Participant 23) It blows my mind the number of churches in this community that have an HIV ministry that is doing nothing, that pack a lunch or bring a lunch over and that's it. That's it! I mean when it really comes to meeting people where they are we won't because we are afraid that 1st we gonna get dirty, 2nd well, they need prayer anyway, 3rd they need to get fixed and 4th if they wasn't gay or if they hadn't have been doing that nasty stuff they wouldn't have gotten it anyhow. So we still come with this almost super pseudo, a over b, I'm better than you let me pray for you mentality. (Participant 6)
Church-Based Health-Promotion Program
The next aim of this research focused on whether participants overall were accepting of a multiple health problems approach. Participants provided several comments regarding the utilization of the church and its leaders as health promotion channels. Specifically, participants indicated that the Black church, with appropriate leadership and health literacy awareness building, could be a resource for a number of health promotion and health information dissemination activities. Participants further endorsed the church as a necessary health promotion partner in the following statements:
I definitely think that it [church] should be the center for getting it [health promotion information] out there via the radio stations and just letting people look at how it's affecting them. (Participant 5)
If we start at our churches and build from there, go to our schools we will be covering the African American and will be targeting the African American community which you know has the highest death rate. (Participant 34) I went to all the minister conferences and Black churches trying to get them rallied up to do some HIV awareness in the Black church. Now do you know these pastors don't support it. Now I do not argue with the pastor because it's their house. They do what they want in their house. I am letting the members know, you are the member. Talk to your pastor. I tell my clients, go to your pastor, say look, how do you support HIV/AIDS. (Participant 23)
Discussion
This study represents one of the first efforts to convene Black males focusing on multiple disease states in the context of a church setting. Results from the forum identified several barriers related to health beliefs, benefits, and barriers influencing Black males' lay health perspectives. In addition, participants endorsed church-based health promotion programs as vital to their future health engagement activities. Furthermore, participants voiced a need for church-connected health programs that are inclusive and willing to create a nonjudgmental atmosphere for gay identified men who have sex with men (MSM) and straight identified MSM.
Beliefs and Benefits
There was agreement among participants that Black males lack awareness around chronic disease that influences their perceived susceptibility and severity to these diseases. Lack of awareness influenced their opinion about their chances of getting a certain disease as well as the severity of that disease. These findings support one study involving a small sample of Black males, where perceived risk for prostate cancer was lowest among males having low prostate cancer literacy and lack of exposure to people diagnosed with this condition (Richardson, Webster, & Fields, 2004) . Other studies, however, have demonstrated that having a family history of the disease does not always increase a person's perceived susceptibility to that disease (Bloom, Stewart, Oakley-Girvans, Banks, & Chang, 2006) . Our study findings suggest that having a family member or close friend with chronic health problems was a factor increasing their perceived susceptibility and cue to action for seeking preventive care measures.
Another theme influencing participants' perceived susceptibility and perceived benefits of taking advised actions toward chronic disease was health and health care fatalism. More specifically, there was a belief among our participants that Black males are going to die from chronic diseases regardless of their actions. The assumption that health is dependent on fate was also seen in past research about Black health behaviors (Kemppainen, Kim-Godwin, Reynolds, & Spencer, 2008; Lewis & Green, 2000; Powe, 1996) . With regard to susceptibility, a fatalistic mindset seems to decrease an individuals' sense of personal control over chronic disease. Therefore, it seems that there needs to be a shift in the way Black males think about their susceptibility to chronic diseases for them to feel empowered about influencing their health outcomes.
Threats and Barriers
The most prominent threats and barriers discussed by participants revolved around fear and anxiety of academicmedical setting, hyperactive masculinity fatigue, and the gay-straight divide. During our forum, historical accounts of biomedical research, such as the Tuskegee experiment; a level of apprehension around health care providers; and Black males' views about doctor's lack of empathy were all major underlying barriers to their health. Mistrust in the medical setting and a lack of Black doctors were also indicated as underlying barriers to preventive care (Hammond, 2010; Odedina et al., 2004) . This seems to suggest that communication issues between Black males and their health care providers, exploitative community engagement research practices, and underrepresentation of Black males in the health professions are all issues that need to be addressed. Therefore, it seems plausible that increasing cultural competency, addressing the community's perception of community-based participatory research, recruitment of minority male health professions, and emphasizing policies supporting the promotion of diversity in research would serve as important factors when taking these issues into consideration.
Hypermasculinity fatigue was another major concern distracting Black males from engaging in prevention, screening, and treatment of chronic diseases. Prostate cancer research has examined the intersection of disease care decisions, ethnicity, and masculinity (Blocker et al., 2006; Broom, 2004; Odedina et al., 2004; Galdas, Cheater, & Marshall, 2005) . In the cardiovascular disease literature, Black male's concern for their masculinity, or macho appearance, influenced their decisions to not seek aid for managing high blood pressure (Rose, Kim, Dennison, & Hill, 2000) . Among White men, the research suggests that higher job status is linked to stronger masculinity beliefs and a reduction in preventive care seeking (Springer & Mouzon, 2009 ). This literature is emphasized to denote the importance of dealing with the psychological barriers keeping Black males from seeking preventive health care. Therefore, it seems that engaging Black males to share their common health issues with each other would place them a step closer to addressing hypermasculinity. However, this is not yet known.
Strengths and Limitations
Overall, the strengths of this study were the following: our community engagement approach to develop the forum, a focus on multiple disease states, and a utilization of lay health perspectives as a strategy for eliciting input from Black males. Furthermore, participants were able to provide their insider views and detailed comments on forum topics, which enriched our data and results. This study's limitations were similar to those found in other qualitative research. First, the findings may not be generalized to the entire Black community since forum participants were recruited within a small geographical area. Data were not collected on socioeconomic status. Thus, we were unable to examine how the HBM and the five prominent themes were patterned by socioeconomic status. As this was a forum and open to the public, a convenience sampling strategy was most appropriate. In comparison to probability sampling techniques, the convenience sampling was most advantageous in achieving an inclusive sample of participants from which to elicit information on the range of context germane to this study investigation. For so-called hard to reach populations, a convenience sampling technique is helpful in gathering useful data and information that may not be possible using probability sampling techniques. However, a convenience sample can suffer from a number of biases. For example, our sample may overestimate the willingness of Black males to talk openly about their health and well-being in a forum-type setting. Also, the findings may only reflect the attitudes and beliefs of Black males who are interested in learning more about improving their health. Second, participants were not compensated for participation, which could have narrowed acquired results to a representation of viewpoints from a sample of Black males already motivated to take initiatives toward improving their health, such as community leaders rather than a random representation of Black males with varying degrees of motivation toward their health. It is clear from this research that we must become more socially conscious about the socioecological realities in which Black males find themselves.
Future research will want to consider the influences of the socioecological perspective on how to improve community engagement practices for convening Black males to take health action, with particular attention to how individual factors, contextual, and sociohistorical conditions interactively influence health behavior change action potential. In contrast to the individual-centered approach nested in the HBM, the socioecological approach recognizes people in the context of their sociocultural environment, ranging from family and social network dynamics to social institutions and policy at the local, state, and national levels. The socioecological model could be used to address their intrapersonal experiences, interpersonal processes, organizational structures, community standards, as well as their positive and negative experiences with public policy (DiClemente, Salazar, Crosby, & Rosenthal, 2005; Harburg et al., 1973; King et al., 2010; Robinson, 2008) . Despite the study limitations, this study fills a gap in addressing the health of Black males and represents one of the few investigations targeting Black males' lay health perspectives across multiple health conditions. It is plausible that the findings reported from this research are reflective of a number of contextual and sociohistorical factors. For instance, determining what percentage of the sample was native to North Carolina would have been helpful. Such knowledge could have been used to give insight into how similar studies performed in a different urban area may differ from our study sample. It would have been beneficial to have debriefed with each forum participant to deepen our understanding as it related to their individual experiences and exposure to social structure and social patterns of health and illness. For instance, the complexity of segregation and the broader social forces that affect individuals' experiences of health and illness may have unique meaning for conducting the type of research proposed in the southeastern part of the United States.
Conclusion
The information gleaned from exploring Black males' lay health perspective in the context of multiple health problems (i.e., syndemics) provided new insights from Black males' points of view. As Black males are recruited to be engaged in behavioral-and community-level interventions, program evaluation will be essential in determining how and to what extent interventions are working. Our initial findings and lessons learned could lead to the development of effective health promotion strategies focused on getting Black men involved in prevention, treatment, and research activities. At the center of our findings is the discovery of a mental and emotional drain likely associated with the daily hassles of struggling to remain hopeful while confronting multiple health-related problems. This description was framed during the forum as evidence of a Tired Black Male Health syndrome. This syndrome seems to be attached to physical energy balance, self-image disregulation, emotional vulnerability, medical mistrust, and cognitiveemotional chronic disease desensitization that seek to establish health and wellness priorities once social concerns are addressed. As a form of defensive responsiveness and fatigue, Tired Black Male Health syndrome may be misinterpreted by providers, researchers, and policy makers as a state of health apathy that could be used as justification for explaining the low involvement of Black males in health research, particularly in clinical trials research.
There is a critical need to study and understand the full implications of Tired Black Male Health syndrome. A relevant question for future research is how might prevention and intervention programs work to address chronic disease desensitization, particularly in the areas of type 2 diabetes, cardiovascular disease, and stroke. Further exploration surrounding the determinants of Tired Black Male Health syndrome can help providers, researchers, and policy makers readdress long-held beliefs concerning Black male involvement in health promotion and preventive health behavior change. Without a doubt, there is a pressing need to foster a more supportive atmosphere for Black males to explore the ramifications for health behavior practices and lifestyle decision making. As community health practitioner, scholars, researchers, and policy makers are moving forward to engage Black men in health-related research, the pathway to successful engagement will benefit from exploring social factors predictive of health and health care disparities. More research is needed to further clarify effective strategies for improving proactive preventative health self-management among Black males.
Taken together, the persistent biopsychosocial disparities faced by Black males suggest an ongoing need and priority for community outreach, research, and education efforts focused on Black males. Toward extending this preliminary research, researchers will want to consider how to reach a multiethnic group of males. Such a pursuit may benefit from considering the value and impact of strengthening and mobilize relationships with churches, community health centers, and other social service supporting organizations in their community. This strategy could ensure outreach to a wider audience. For instance, gathering data to compare and contrast lay health perspectives among Black males and Latino males would be helpful in promoting responsive translational research and community outreach. The development of a structured system to increase participation of community members may entail the creation of a database of potential participants, identification of fruitful venues for recruitment of study participants, and promotion of pertinent research studies as a health literacy enhancement strategy. Future research is needed to measure whether a more diversified audience of Black males were equally responsive to community forum engagement. Beyond Black males, we need to determine if the church-based setting is conducive for increasing outreach to Latino males.
Last, fully integrating Black males into biomedicalrelated research would establish a necessary foundation for finally translating programs that have received federal support into communities of Black males. Once Black males are integrated into the research enterprise, they will enhance our biopsychosocial understandings by demonstrating improved health decision making, health promotion, and community outreach accessibility while informing health promotion and risk reduction policy advocacy.
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